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Dear Editor:

A 30-year-old-man presented with a 2-month history of a
facial lesion. He was examined by general practitioners,
and the eruption was diagnosed as eczema. Topical cor-
ticosteroid was applied for 1 month, and the eruption ini-
tially seemed to improve with this treatment; but later on,
it persisted, and gradually extended in size. Dermatolo-
gical examination revealed the presence of grouped
erythematous papules, vesicles and crusts on erythema-
tous bases, on the right lower eyelid (Fig. 1A). He had no
medical history, and no family member who had had
similar skin eruptions or symptoms. The initial clinical di-
fferential diagnosis included herpes simplex, herpes zo-
ster, and allergic contact dermatitis, caused by an antibio-
tic eye drop. We prescribed oral and topical acyclovir,
and performed a skin biopsy, to reveal the exact diag-
nosis. Skin lesions did not respond to 5 days of acyclovir
therapy, and histologic examination showed infiltration of
various inflammatory cells from the upper to lower der-
mis, parakeratosis, irregular acanthosis, intraepidermal
exocytosis of neutrophils, and extravasation of erythro-
cytes (Fig. 2A, B). Fungal hyphae and spores in the stratum
corneum were identified on the periodic acid Schiff sta-
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ined section (Fig. 2C). These findings led to the diagnosis
of superficial fungal infection that had lost its typical
clinical appearance, because of the use of steroids. The
cause of infection might be dermatophytes, but non-
dermatophytic fungi could be possible. Afterwards, the
history that he had had contact with his cat was verified.
He was administered oral terbinafine 250 mg daily, and
topical terbinafine cream. After 8 weeks, the number of
papules decreased, and the inflammatory reaction im-
proved (Fig. 1B). Treatment was continued a month
longer, and the facial eruption finally cleared (Fig. 1C).

The clinical features of tinea faciei are characterized by
various morphology, and because of that, the entity can
mimic many other cutaneous disorders'. Moreover, beca-
use tinea faciei is relatively uncommon when compared
with other forms of superficial fungal infection, it is often
misdiagnosed; and treated with glucocorticosteroids, not
antifungal agents'. Imprecise use of topical or oral cortico-
steroids in tinea faciei can modify their clinical features,
and make the correct diagnosis more difficult’; therefore,
tinea faciei is one of the considerable examples of tinea
incognito'. One retrospective study showed 35.7% cases
of tinea incognito among tinea faciei, because of improper
diagnosis, and inappropriate therapy’. Other authors rev-
ealed that 50% to 70% of patients with tinea faciei are
initially misdiagnosed as having other dermatoses’. The
pathomechanism of tinea incognito is thought to be clo-
sely associated with a steroid-modified response of the
host to cutaneous fungal infection®. Topical corticoste-
roids allow fungi to grow readily, and alter the clinical
feature of the lesions, because they have immunosuppre-
ssive activity’. Regretfully, glucocorticosteroids are exten-
sively used by patients and non-dermatologists, and lead
to long-lasting fungal infections', similar to that which
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Fig. 1. (A) On the lateral side of the right lower eyelid, grouped
erythematous papules, vesicles and crusts on erythematous
bases. (B) At 8 weeks of treatment with antifungal agents, facial
eruptions improved, but some papules and vesicles on mild
erythema persisted. (C) At 12 weeks of treatment, the facial
eruption finally cleared.
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Fig. 2. Infiltration of various inflammatory cells from the
upper to lower dermis, parakeratosis, irregular acanthosis,
intraepidermal exocytosis of neutrophils, and extravasation of
erythrocytes in H&E stain (A: x40, B: x400), fungal hyphae
and spores (arrow) identified in the stratum corneum, by
periodic acid Schiff stain (C: x400).



occurred in our case.

Atypical presentations of tinea faciei can lead to misdia-
gnosis. The present case underlines that physicians should
keep in mind that clinical features of superficial fungal
infection can be substantially modified by incorrect treat-
ment, to mimic even herpes simplex virus infection. Fun-
gal infection should be on the list of differential diagnoses
of facial eruptions, especially in cases not responding to
preceding management.
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Dear Editor:

Prostaglandin analogues are increasingly used as the first
choice of drug for an open angle glaucoma'. They are
known to be highly effective and have little systemic side
effects. Latanoprost is an ester prodrug analog of prosta-
glandin F2 @ which reduces the intraocular pressure by
increasing the uveoscleral outflow”. Latanoprost 0.005%
has received the European and the US approval as the
first-line drug reducing the intraocular pressure in patients
with open angle glaucoma or ocular hypertension. Aller-
gic contact dermatitis due to latanoprost is rare, although
it has been commonly used worldwide on patients with

glaucoma. Only three cases of allergic contact dermatitis
due to latanoprost have been reported in the English
literature®. Herein we report a case of allergic contact
dermatitis due to topical eye drops containing latanoprost.
A 70-year-old man presented with an 1-year history of skin
lesion on both eyelids to our department. He showed
erythematous oozing patches on both eyelids, and suf-
fered from severe pruritus and burning sensation (Fig. 1).
He was diagnosed with open angle glaucoma 5 years ago,
and he has been treated with latanoprost 0.005% (Xalatan®;
Pfizer, New York, NY, USA) and dorzolamide/timolol
(Cosopt®; Merck, Whitehouse Station, NJ, USA). The
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